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As a result of both a political and a scientific thinking, the Belgian Fund for Occupational Diseases (FOD) has 
launched, starting March 1st 2005, a pilot project for the nursing staff in the health care sector in order to prevent 
the transition of low back pain (LBP) to chronicity through a program promoting an early return to work. Target 
workers are those being off work due to LBP for at least 4 weeks and maximum 3 months. The program involves 
a standardised multidisciplinary back rehabilitation program on the one hand, and on the other hand an 
ergonomics intervention in the health care institution. Depending on the context, the workplace intervention may 
involve an ergonomic analysis with the participation of the sicklisted worker, a larger group-based ergonomics 
redesign, or temporary change in the worker duty or work time in order to facilitate his/her return to work. The 
employer gets a financial incentive from the FOD when he agrees to such an intervention. Due to a lack of 
communication among the target population, this pilot project has had a slow start; the presentation gives a 
qualitative overview of the first 100 cases having entered the program. 
 




1. Background  
 
The project is the result of both a political 
and a scientific thinking. Taking as examples the 
policies having led in Germany, Denmark and 
France to the recognition of low back pain as an 
occupational disease, Belgian trade unions have 
asked the minister of Labour and Employment to 
revise the situation and to take measures to lessen 
the burden of chronic low back pain (LBP) among 
workers. Following that social call for action, the 
minister asked in 2001 the Belgian Fund for 
Occupational Diseases (FOD) to revise the 
scientific data and to make proposals. Drawing 
from the latest evidence-based guidelines 
[1,2,3,4], the FOD has acknowledged that low 
back pain could be considered as work-related and 
has proposed to set as a first priority the 
prevention of the transition of LBP to chronicity 
through a program promoting an early return to 
work. This view was considered as sound and 
promising by the minister and as a consequence 
the government has decided to fund a pilot project 
intended for the nursing staff in the health care 
sector starting March 1st 2005 for a one-year 
duration. The health care sector was chosen due to 
the well established exposure to back pain risk 
factors. In the authorities view, other high risk 
sectors, like the building industry, should benefit 
from the program as soon as the pilot project has 
proved the program value and feasibility.  
 
 
2. Program characteristics 
 
The program can be defined as a “return to work” 
(RTW) program and aims at reducing the 
proportion of workers suffering from an acute low 
back pain episode who will remain off work for 
more than 4 weeks and be at risk of entering the 
vicious circle of fear of movement behaviours, 
physical deconditioning, and chronic pain. As 
shown by Loisel et al. [5] and others [6, 7], the 
natural prognosis of such workers can be 
significantly improved when they are invited to  
take part to a structured RTW program. The 
design of the Belgian program has thus mostly 
been based on the Sherbrooke model [5] and on its 
recent application in the Netherlands by Anema 
and his colleagues [8]. As a prerequisite to 
effectiveness, such RTW programs must be 
multidimensional and this is the case of the pilot 
project in Belgium which involves two main 
components, a medical one and an ergonomics 
one. 
 
2.1. Medical component  
 
A multidisciplinary back rehabilitation program 
has been recently (August 2004) introduced in the 
Belgian health insurance system for patients 
having back pain for more than 4 weeks; the 
program consists of a maximum of 36 sessions of 
2-hr duration given for groups of patients (8 per 
group). It involves a back school training, physical 
conditioning, cognitive behavioural pain treatment 
and also an ergonomic component delivered either 
by an ergonomist or a physical therapist having 
been trained in ergonomics. It is the first time that 
ergonomics is considered as such within the health 
care system. This back rehabilitation program has 
been selected to constitute the medical part of the 
RTW program set up by the FOD. Throughout 
Belgium, 45 physical medicine departments have 
accepted to deliver this well defined program 
under contract with the FOD; that implies that 
they are ready to welcome the workers enrolled in 
the pilot project with as aim, not only offering 
them a good quality care but also promoting their 
return to work when feasible. Thanks to the FOD 
support, the workers may take part to the 
rehabilitation without any personal costs. 
 
2.2. Ergonomics intervention 
 
Within the project, an ergonomics intervention is 
stimulated in the worker health institution. With 
the employer agreement, this intervention will be 
carried out by the ergonomist or the occupational 
physician of the prevention service having in 
charge the hospital. Out of the 24 Belgian 
occupational prevention services, more than 15 
collaborate part to the pilot project. Depending on 
the context, the workplace intervention may 
involve an ergonomic analysis with the 
participation of the sicklisted worker, a larger 
group-based ergonomics redesign, or temporary 
change in the worker duty or work schedule in 
order to facilitate his/her return to work. The 
employer gets a financial incentive (250 €) from 
the FOD when he agrees to such an intervention. 
 
2.3. Access criteria 
 
The project scope is limited to the nursing staff 
exposed to back loads in relation to the handling 
or care of patients in general hospitals, psychiatric 
hospitals and nursing units for the elderly. 
Inclusion criteria are being off work due to 
mechanical low back pain lasting for at least 4 
weeks and maximum 3 months, or due to a pain 
recurrence (of minimum one week and max 3 
months) after another 4 weeks (or more) episode 
in the previous 12 months, or due to back surgery 
(min 4 weeks, max 3 months).  
 
2.4. Procedures  
 
The nurse suffering from a low back pain episode 
may wish entering the program either at the 
general practitioner suggestion, or following a 
proposal from the advising physician of the health 
insurance.  
In any case, the worker must visit his/her 
occupational physician (OP) before being admitted 
in one of the centres offering the rehabilitation 
program. The OP is in charge of checking the 
access criteria on behalf of the FOD and to collect 
at this occasion some data on the worker back pain 
history. A visit to the OP during the sick leave was 
until June 2004 forbidden by law; since, a new 
regulation allows the worker to ask for such an 
examination. This change opens a new role for the 
OP in the prevention of disability.  
After the visit to the OP, the worker is invited to 
contact one of the physical medicine centres 
offering the multidisciplinary rehabilitation. When 
starting the treatment, the centre is asked by 
contract to come into contact with the patient OP 
in order to collect information about his/her 
working conditions and appreciate with the OP the 
need for an ergonomic analysis. After a first series 
of 18 treatment sessions, the centre must consider 
what options have to be followed next: returning 
to work while pursuing the rehabilitation or not, 
giving additional treatment sessions…Those 
options have to be discussed with the worker, the 
OP, and the general practitioner. At the end of the 
rehabilitation, the centre must send the FOD a 
final report describing the results obtained and the 
outcomes in terms of return to work. 
Similarly, the OP has a standardised form to fill in 
when the worker resumes work whatever the 
nature of the work (temporary part-time, on light 
duty, …etc). 
 
2.5. Evaluation process 
 
For every worker included in the project, a set of 
data is systematically retrieved at the level of the 
rehabilitation centre on the one hand, and the 
prevention service on the other hand. The 
variables collected have been designed to allow a 
process evaluation of the project two components 
in order to assess its feasibility in the prospect of 
its possible extension to other sectors and working 
populations. 
 
2.6. Public information on the project 
 
Many information, including the scientific basis of 
the project can be found on the FOD web site : 






This is an ongoing project that was due to last, in 
its pilot phase, until 28th February 2006.  
Due to a lack of communication among the target 
population, the project has had a slow start: 11 
months after its official launch by the public 
authorities, 100 workers of the health care sector 
have been admitted to the program. A majority of 
them have been invited to take part by a specialist 
in physical medicine working in one of the centre 
collaborating to the project. This surprisingly low 
participation rate, and the unexpected path to entry 
can be ascribed to several factors, some being of a 
structural nature, others more of the procedural 
type. 
 
3.1. Structural difficulties 
 
The project is completely innovative in the 
Belgian context and implies in fact deep changes 
in the relationships traditionally established, or 
not, between various health professionals; for 
more than 40 years for instance, caring physicians 
have been encouraged not to come into contact 
with OP’s! Such behaviours cannot be changed in 
a few months. 
As many studies have shown, wrong beliefs about 
back pain and its treatment are still widespread 
among patients but also among physicians; 
altering those beliefs takes time and consistency in 
the messages delivered. 
The new opportunity for the worker to meet his 
OP is quite recent and still little known among 
employers and workers. It is thus in fact rarely 
used by the sick workers.  
 
3.2. Procedural difficulties  
 
The political agenda is quite different from a 
scientific one. The project was thus launched in 
March 2005 in a hurry under the pressure from 
those clever politicians who had supported this 
evidence-based project but wanted to receive 
quickly a public appraisal in return. At the time of 
starting, almost no nurse on the ward floor had 
heard anything about the project and its aims. 
Much energy has been devoted therefore in the 
first 9 months of the project to inform the 
hundreds of employers, the hundreds of OP’s, and 
the thousands of nursing personnel concerned by 
the project. These efforts are beginning to pay off 
in 2006. 
Not so many centres have the multidisciplinary 
team and the equipment to run the new 
rehabilitation program created within the health 
care system. Hence in some regions of Belgium, 
there is no centre available close to the patient; in 
some towns there is only one, but it is located 
inside the hospital where the nurse is working. In 
such case, some nurses are afraid, for privacy 
reasons, to participate.  
 
3.3. Quantitative results 
 
Results obtained on only 100 people have to be 
considered as preliminary. Some trends are worth 
mentioning: 63 cases are primary subacute pain 
episodes, 27 are recurrences and 10 followed a 
surgical procedure. About half of the nurses 
(n=45) are working either in care units for the 
elderly or in geriatric wards. More than two-thirds 
of the participants are working in a Flemish 
institution. The number of end-treatment reports is 
still to low to mention the return to work rate even 
though present figures are encouraging. 
Those data will be completed before the Congress 
by a qualitative interview among the participants. 
Results will be compared to other published 
ergonomics interventions aiming at prevention of 




Political authorities have now accepted that the 
planned pilot project duration (12 months) was too 
short to carry out a process and feasibility 
evaluation. The pilot project will thus be 
prolonged for 12 months more until February 28 
2007. The target population will be extended to 
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